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Introduction 
The period of adolescence, between the ages of 12 – 18 years, has been recognized as a 
vulnerable period for the development of mental illness. Most adulthood mental disorders are 
known to begin in childhood and adolescence (Kessler et al. 2007). There is relatively little 
information regarding the mental health status of adolescents in low- to middle-income 
countries (LMICs), including South Africa, and there have been urgent calls to address this 
(Patel et al. 2013). As a first step, there is a need to understand the possible risk factors that 
might be associated with the development and progression of mental disorders in youth.  
One of the major factors known to affect the psychological wellness of youth is the mental 
health of caregivers (Santos et al. 2014). Numerous studies have shown that a parental history 
of depression or anxiety is a significant risk factor for the development of psychiatric disorders 
during childhood or adolescence (Herman et al., 2009; Lieb et al., 2002; Phillips et al., 2005; 
Weissman et al., 2010). Weisman et al. (2006) showed that there is adolescent onset of 
depression in offspring of depressed parents. Furthermore, these individuals have recurrences 
leading to major depression and poor outcomes as they grow into adulthood. Dougherty et al. 
(2011) explored the relationship between parents’ lifetime history of depression and their 
offspring’s cortisol reactivity to a psychosocial stressor and found it to be a reason for the 
development of depression in the offspring of depressed parents. 
Women/mothers are typically the primary caregivers in the South African population, and a 
growing body of literature has demonstrated a positive relationship between maternal mental 
disorders and poor child and adolescent outcomes (Herman et al., 2009; Lieb et al., 2002; 
Phillips et al., 2005; Weissman et al., 2010). There are several social and environmental 
stressors or risk factors that may further contribute to adolescent and/or maternal mental health 
disorders, particularly in the South African context. These include high rates of poverty, teenage 
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pregnancy, abuse and trauma, and substance use. The way in which these factors might 
contribute to the development of adolescent mental health disorders in the local context has not 
yet been described. Therefore, this research aims to describe the pattern of maternal mood 
disorders and substance use in adolescents with mood disorders. This information will be 
helpful to understand the patterns and personal histories of adolescents that may be contributing 
to their current presentations as either perpetuating or precipitating factors. 
Literature review 
Adolescence is characterized as a period of intensive physical, social and emotional 
development between the ages of 12 - 18 years old (Dahl 2004). It has been shown to be a 
particularly vulnerable period for the development of mental illness, which could have long-
lasting effects throughout life and severe implications for adult development and health 
(Kieling et al. 2011). According to Kessler et al. (2007), most adulthood mental disorders begin 
in childhood and adolescence. In the United States of America, it is estimated that about 20% 
of children and adolescents have a mental health disorder (Kessler et al. 2005), and the 
prevalence of depression in adolescents ranges from 4% to 8% (Costello et al. 2006).  
Most available literature on adolescent mental health originates from high income countries, 
and relatively little epidemiological data exists for the prevalence of adolescent mental health 
disorders in low- to middle-income countries (LMICs), including South Africa (Patel et al.  
2013). However, a study by Cheng et al. (2014), which examined the mental health of 
adolescents aged 15 – 19 years old in five cities around the world, including Baltimore, New 
Delhi, Ibadan, Johannesburg and Shanghai, found the highest levels of depression (45%) and 
posttraumatic stress symptoms (67%) among female adolescents in Johannesburg. Although 
comprehensive prevalence estimates are not available in South Africa, the study by Cheng et 
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al. (2014) highlights the potentially very high burden of disease among South African youth, 
which could have important public health impacts.  
Mental illness in adolescents has been found to be associated with significant disease burden, 
including poor academic achievement, suicide, violence, substance use, pregnancy and 
increased risk of psychopathology later in adulthood (Patel et al. 2007; Hawton et al. 2012; 
Belfer 2008). Unfortunately, the majority of South African adolescents with mental illness 
remain undiagnosed and untreated, and services are often fragmented (Paruk and Karim 2016). 
There has been an urgent call to action to address the burden of mental health problems in 
adolescents globally, particularly in LMICs (Patel et al. 2013).  
As a first step, there is a need to understand the possible risk factors that might be associated 
with the development and progression of mental disorders in youth. One of the major factors 
known to affect the psychological wellness of youth is the mental health of their caregivers 
(Santos et al. 2014). Numerous studies have shown that a parental history of depression or 
anxiety is a significant risk factor for the development of psychiatric disorders during childhood 
or adolescence (Herman et al., 2009; Lieb et al., 2002; Phillips et al., 2005; Weissman et al., 
2010). Weisman et al. (2006) showed adolescent onset of depression in offspring of depressed 
parents. Furthermore, these individuals have recurrences leading to major depression and poor 
outcomes as they grow into adulthood. Dougherty et al. (2011) explored the relationship 
between parents’ lifetime history of depression and their offspring’s cortisol reactivity to a 
psychosocial stressor and found it to be a reason for the development of depression in the 
offspring of depressed parents.   
Women/mothers are typically the primary caregivers in the South African population. A 
growing body of literature has demonstrated a positive relationship between perinatal 
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depression and poor infant outcomes. Many women may start experiencing psychiatric 
symptoms, particularly mood disorders, for the first-time during pregnancy and some of these 
symptoms persist in the post-partum period and beyond, often requiring lifelong management 
(Verbeeketal, 2012; Weissman et al., 1997). These mood symptoms during pregnancy and 
symptoms persisting three months postpartum are considered risk factors for long term effects 
on the mental health of children (Brummelte and Galea, 2010).  Other studies have shown that 
maternal depression is associated with an increased risk of emotional and behavioural problems 
in children, and a delay in cognitive development and infant growth (Avan et al. 2010). A 
longitudinal, community-based study assessed antenatal depression as a predictor for 
depression in adolescent offspring (Hans et al., 2013). Findings showed that all 16-year-old 
adolescents with depression had been exposed to maternal depression at some point in their 
lives. These researchers further noted that the offspring exposed to maternal depression during 
the perinatal period were four times more likely than those not exposed during this period to 
develop depression in adolescence. Overall, these findings highlight that maternal mental 
illness may also be an important predictor for the development of mental illness in adolescents. 
There are a number of social and environmental stressors or risk factors that may further 
contribute to adolescent and/or maternal mental disorders, particularly in the South African 
context. One leading factor relates to poverty or an individual’s socioeconomic status. 
Psychiatric disorders feature in higher frequency in families with lower incomes (Micali et al. 
2014). Poverty is also associated with a higher prevalence of teenage pregnancy and parenthood 
(Shaw et al. 2006), and there is evidence that teenage mothers are more likely to experience 
depression during the perinatal period (Quinlivan et al. 2004).  Fergusson and Woodward 
(1999) investigated the relationship between maternal age at birth and outcomes at age 18 in a 
New Zealand cohort and found that younger maternal age was associated with educational 
under-achievement, juvenile crime, substance misuse, and mental health problems. Another 
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risk factor is a history of trauma and abuse. There is a high prevalence of childhood and women 
abuse in South Africa (Seedat et al. 2005; Williams et al. 2007). Childhood abuse during early 
childhood is associated with increased risk of depression in adolescents (Consoli et al., 2013), 
as well as increased suicide risk, substance use, risky sexual behaviour and school dropout 
(Cunningham et al. 1994; Hawkins et al. 1992).  
Another factor relates to maternal substance use, since comorbid substance use disorders and 
mental illnesses such as depression are common (Carrà et al., 2015). Substance use disorders 
have been identified as the second most prevalent lifetime disorder in South Africa (13.3%) 
(Pluddemann et al., 2004). Overall, high prevalence rates of substance abuse adds to the 
complex picture of maternal perinatal risk factors amongst women in South Africa (van 
Heerdan et al. 2009). Mothers who are physically and mentally dependent on alcohol and 
unlawful medications are in danger for an extensive variety of child rearing shortfalls starting 
when their children are infants and proceeding as their child develops through school-age and 
pre-adult years (Harker et al., 2010).  Maternal substance abuse may prompt family stress and 
conflict, in particular between the parents and their adolescent children (Kettinger et al. 2000).  
Rationale 
This literature review has demonstrated that certain maternal mental health factors are 
associated with an increased risk of psychological and developmental problems in adolescents. 
Other environmental or social factors may exacerbate the problem. South Africa is 
characterized by a high prevalence of mental illness, especially among women of reproductive 
age, and severe socio-economic stressors, but the relationship between these factors and the 
mental health of adolescents is not yet clear. As a first step toward understanding this, there is 
a need to provide a profile of adolescents and their mothers, and specifically the prevalence of 
mood disorders, in these dyads. This information will be helpful to understand the patterns and 
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personal histories of the adolescents that may be contributing to their current presentations as 
either perpetuating or precipitating factors. Furthermore, knowledge about certain risk factors 
that may contribute to the development of intervention and treatment strategies that serve to 
combat the detrimental and often long-lasting effects of mental illness during youth. Findings 
could also contribute to prevention/awareness campaigns that aim to minimize risk factors and 
promote help-seeking behaviour amongst mothers.  
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One of the major factors known to affect the psychological wellbeing of youth is the mental 
health of their caregivers. Women/mothers are typically the primary caregivers in South Africa. 
Previous studies have highlighted a positive relationship between maternal mental disorders 
and poor adolescent outcomes. This study aimed to identify the possible risk factors that are 
associated with the development and progression of mood disorders in an adolescent population 
from the Western Cape, South Africa.  
Methods 
This descriptive study involved a retrospective record review of all patients admitted to 
Tygerberg adolescent psychiatric inpatient unit during the period 2015 to 2017. The study 
sample consisted of 10 male and 27 female research participants. Continuous variables were 
summarized as mean and standard deviation, while nominal variables were summarized as 
counts and percentages.  
Results 
The research findings identified a number of possible maternal risk factors associated with the 
development of adolescent mood disorders.  These risk factors include a history of maternal 
psychiatric illness, maternal postpartum depression, domestic violence, adolescent 
bereavement and maternal substance use during and after pregnancy.   
Conclusion 
Mothers with a history of psychiatric disorders need further psycho-education regarding the 
possible impact of these risk factors on the mental health of their children. 
Keywords: mood disorders, adolescents, maternal, risk factors 
Stellenbosch University  https://scholar.sun.ac.za
1 
Introduction 
The period of adolescence, between the ages of 13-18 years, has been recognized as a 
vulnerable period for the development of mental illness. Most adulthood mental disorders are 
known to begin in childhood and adolescence [1]. There is relatively little information regarding 
the mental health status of adolescents in low- to middle-income countries (LMICs), including 
South Africa, and there have been urgent calls to address this [2]. As a first step, there is a need 
to understand the possible risk factors that might be associated with the development and 
progression of mental disorders in youth.  
One of the major factors known to affect the psychological wellness of youth is the mental 
health of caregivers [3]. Numerous studies have shown that a parental history of depression or 
anxiety is a significant risk factor for the development of psychiatric disorders during childhood 
or adolescence [4–7]. Weisman et al. [8] showed that there is adolescent onset of depression in 
offspring of depressed parents. Furthermore, these individuals have recurrences leading to 
major depression and poor outcomes as they grow into adulthood. Dougherty et al. [9] explored 
the relationship between parents’ lifetime history of depression and their offspring’s cortisol 
reactivity to a psychosocial stressor and found it to be a reason for the development of 
depression in the offspring of depressed parents. 
Women/mothers are typically the primary caregivers in the South African population, and a 
growing body of literature has demonstrated a positive relationship between maternal mental 
disorders and poor child and adolescent outcomes [4–7]. There are several social and 
environmental stressors or risk factors that may further contribute to adolescent and/or maternal 
mental health disorders, particularly in the South African context. These include high rates of 
poverty, teenage pregnancy, abuse and trauma, and substance use. The way in which these 
factors might contribute to the development of adolescent mental health disorders in the local 
context has not yet been described. Therefore, this research aims to describe the pattern of 
maternal mood disorders and substance use in adolescents with mood disorders. This 
information will be helpful to understand the patterns and personal histories of adolescents that 
may be contributing to their current presentations as either perpetuating or precipitating factors. 
The study of mothers and infants showed that maternal psychopathology is linked to a higher 
risk of attachment problems. Regardless of age, the offspring of mothers with mood and anxiety 
disorders are at a greater risk for all mental health disorders. 




This descriptive study involved a retrospective record review of all patients admitted to 
Tygerberg Hospital’s Adolescent Psychiatry Inpatient Unit during the period 2015 to 2017. The 
study focused on those patients who presented with mood disorders during their admission into 
the unit. Relevant data was collected from patient files and reviewed for maternal patterns of 
mood disorders and substance use. The maternal data was derived from the adolescent patients' 
clinical records, and the mothers referred to in the data were the patients' primary caregivers. 
Study site 
Tygerberg Hospital provides the only adolescent inpatient unit for mentally ill youths in a 
medical tertiary level hospital in the Western Cape. It caters for adolescents (age 13-18 years) 
that require specialized psychiatric assessment and intervention. The unit opened in 2013 and 
has 16 beds with a multidisciplinary team that consists of a psychiatrist, clinical psychologist, 
social worker, occupational therapist, and nursing staff.  
Study procedure  
Patient records were requested and retrieved via Clinicom at Tygerberg Hospital. All patient 
data was extracted by the principal investigator and collated in a Microsoft Excel spreadsheet. 
Records were limited to adolescents (age 13-18 years) who presented to the unit between 2015 
and 2017 with mood disorders, diagnosed according to the Diagnostic and Statistical Manual 
of Mental Disorders, 5th Edition (DSM-5) [10]. Mood disorders include bipolar disorder, major 
depressive disorder, adjustment disorder with depressed mood, and mood disorder due to 
substance use. Patients were classified as adolescents if they were aged 13 years or older. 
Individuals who were18 years old and still attending school were included. Patients who did 
not meet the criteria for mood disorder, or who meet the criteria for more severe psychiatric 
illness such as schizophrenia or any other purely psychotic disorders were excluded.  
Statistical analysis 
Continuous variables were summarized as mean and standard deviation, while nominal variables 
were summarized as counts and percentages. Since this is a descriptive study, no further 
analytical/statistical methods were employed.  
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Ethical considerations 
Approval to conduct this research was granted by the Human Research Ethics Committee of 
Stellenbosch University (Ethics no #S18/09/193). A waiver of informed consent was granted 
for the retrospective nature of the review. Approval to access patient folders was also granted 
by the Research committee from Tygerberg Hospital Management. All data was anonymised 
to ensure privacy and confidentiality of participants’ personal information, with each 
participant assigned a unique identifier. 
Results 
Three hundred and fifteen patient files were available for chart review, of which 165 were 
excluded due to patients treated as outpatients and/or admitted outside of the study period (2013 
- 2018). Of the remaining 150 files suitable for inclusion in this study, a further 113 were
excluded as these patients had previously been treated for Schizophrenia or Eating Disorders 
and/or were over the age of 18 years, resulting in a final sample set of 37 records.  
The study sample consisted of 10 male and 27 female research participants. The demographic 
characteristics of the sample are summarised in Table 1. A majority of participants identified 
themselves as mixed race (78.4%) and attending school (91.9%), most of whom were in 
secondary school (75.7%).  
Table 1: Demographic characteristics of adolescents (N=37). 
The clinical history of the adolescents is summarised in Table 2. Over half of cases (51.4%) 
had a first presentation. Trauma was experienced by19% of participants in this study while , 
27% had a history of substance use and 45.9% experienced bereavement..  
Table 2: Clinical and psychosocial history of adolescents (N=37). 
Variables N % 
Gender 
Female 27 73.0 
Male 10 27.0 
School attendance 
Attending school 34 91.9 
Not attending school 3 8.1 
Highest level of education 
Primary (Grades 1-7) 3 8.1 
Secondary (Grades 8-11) 28 75.7 
Matric (Grade 12) 5 13.5 
Tertiary 1 2.7 
Variables N % 
First presentation 
Yes 18 51.4 
No 19 48.6 
Epilepsy 
Yes 4 10.8 
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Table 3 presents psychiatric diagnoses of adolescents during admission as well as upon 
discharge. Of the adolescents admitted to the unit, 45.9% were diagnosed with Major 
Depressive Disorder and 35.1% had Bipolar Disorder (Table 3). At discharge, 64.9% of 
participants were diagnosed with Major Depressive Disorder while the rate of Bipolar Disorder 
remained the same. 
Table 3:  Psychiatric diagnoses of adolescents (N=37). 
No 33 89.2 
Forensic history 
Yes 1 2.7 
No 36 97.3 
History of Trauma 
Yes 8 21.6 
No 29 78.4 
History of substance use 
Yes 10 27.0 
No 27 73.0 
Bereavement 
Yes 17 45.9 
No 20 54.1 
Admission diagnosis N % 
Major Depressive Disorder 
Yes 17 45.9 
No 18 48.6 
Bipolar disorder 
Yes 13 35.1 
No 24 64.9 
Adjustment disorder 
No 37 100 
Suicide attempt 
Yes 3 8.1 
No 34 91.9 
Self-harm 
Yes 3 8.1 
No 34 91.9 
Discharge diagnosis 
Major Depressive Disorder 
Yes 24 64.9 
No 13 35.1 
Bipolar disorder 
Yes 13 35.1 
No 24 64.9 
Adjustment disorder 
No 37 100 
Suicide attempt 
No 37 100 
Self-harm 
No 37 100 
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The demographic and clinical characteristics of the mothers of the adolescents included in this 
study are summarised in Table 4, where 43.2% of the mothers were married, 32.1% had 
secondary school as their highest level of education, and 56.8% had planned pregnancies. 
Almost half of the mothers had used substances during their pregnancy (45.9%) and had a 
history of psychiatric illness (48.6%). Almost one-third (27%) of mothers experienced domestic 
violence, while 64.9% reported to have a good bonding relationship with their child. 
Table 4: Demographic and clinical characteristics of mothers (N=xx). 
Variables N % 
Marital Status 37 
Single 19 51.4 
Married 16 43.2 
Divorced 1 2.7 
Widowed 1 2.7 
Education Level 32 
Primary (Grades 1-7) 5 13.5 
Secondary (Grades 8-11) 12 32.4 
Matric (Grade 12) 7 18.9 
Tertiary 8 21.6 
Employment 36 
Yes 18 48.6 
No 18 48.6 
Pregnancy 33 
Unplanned 12 32.4 
Planned 21 56.8 
Maternal history during and after 
pregnancy   
Substance use during pregnancy 34 
Yes 17 45.9 
No 17 45.9 
Depression 32 
Yes 15 40.5 
No 17 45.9 
Domestic violence 32 
Yes 10 27.0 
No 22 59.5 
Post-partum depression 31 
Yes 13 35.1 
No 18 48.6 
Mood changes 30 
Yes 17 45.9 
No 13 35.1 
Substance use 34 
Yes 13 35.1 
No 21 56.8 
Attachment  reported 32 
Not good 8 21.6 
Good 24 64.9 
Positive psychiatric history 36 
Yes 18 48.6 
No 18 48.6 
HIV 37 
Negative 28 75.7 
Positive 9 24.3 
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Discussion 
This study aimed to identify the possible risk factors that are associated with the development 
and progression of mental health disorders in a LMIC, with a specific focus on an adolescent 
population in the Western Cape, South Africa.  
Psychiatric disorders are known to be familial [11], with adolescents whose parents have a 
history of psychiatric disorders at higher risk of internalizing these problems, such as major 
depression, anxiety disorders, substance dependence, and suicide attempts [12]. A parental 
history of depression or anxiety has been associated with the development of psychiatric illness 
in childhood and adolescence [4–7].  Nearly half of the mothers included in this study reported 
a history of a psychiatric illness. These findings therefore suggest maternal psychiatric illness 
as a possible risk factor for the development of psychiatric illness in the current sample of 
adolescent inpatients.   
Postpartum depression in women often goes unrecognized. Severe and persistent postpartum 
depression has been shown to be detrimental to children and adolescents [13]. Postpartum 
depression is associated with a delay in cognitive and language development among children 
and higher rates of behavioural problems, disorganization, insecurity, lower grades, and 
depression in both children and adolescents [14]. With more than a third of mothers having 
experienced postpartum depression, the current findings appear to reflect a similar association 
as noted in the literature identifying maternal postpartum depression as a possible risk factor 
for the development of psychiatric illness.   
Domestic violence has numerous short and long-term implications on adolescents who witness 
it in the home, including depression, anxiety, nightmares, teen dating violence, and failure at 
school [15]. Psychological effects of domestic violence impact adolescents even if they do not 
see it, merely hearing it is enough [16]. Witnessing domestic violence against women/mothers 
during childhood has been associated with high depression levels among adolescent girls [17]. 
With almost a third of mothers in this study reporting a prevalence of domestic violence it may 
also be noted as a possible risk factor for adolescent psychopathology. 
Nearly half of the adolescents in the present sample had undergone bereavement that was 
unrelated to their primary caregiver’s mental health problems, highlighting it as a possible risk 
factor for adolescent psychiatric illness. According to Mikulincer and Shaver [18], the death of 
a family member has severe mental health implications for adolescents. Death is tragic, 
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irreversible, and most often leads to elevated levels of psychological distress [18]. Most 
bereaved adolescents display irritability, anger, acute grief reactions, and lower self-esteem 
[18]. Responses to grief may be normal but require closer investigation since, according to 
Mikulincer and Shaver [18], 45.9% of teenagers go on to develop psychiatric disorders, 
especially depression, after the death of a loved one.  This trend was not found in mothers of 
adolescent participants.   
Maternal substance use was noted both during (45.9%) and after (35.1%) pregnancy. According 
to the literature there are a wide range of risk factors associated with maternal substance use, 
where it has been shown to have a profound negative effect on the lives of parents and children 
even in cases where only the mother is abusing substances [19].  Individuals with Substance 
Use Disorders are often unable to meet their obligations, spend a substantial amount of time 
recovering from intoxication and associated complications and generally have poor health [19]. 
Furthermore, maternal substance use can also lead to children developing similar behaviours in 
the early stages of life, thus scarring them during a crucial developmental period [19]. While 
not all  children living with a parent that abuses substances will face neglect or abuse 
themselves, it does increase the risk for maltreatment and having a negative impact on child 
welfare [19]. Maternal substance has also been associated with poorer academic performance, 
stress, anxiety, and overall poorer wellbeing than in children whose mothers do not present with 
substance use disorders [19].  
A significant limitation of this study is the relatively small sample size and the retrospective 
nature of the collection, which may lead to bias or under reporting. The small sample size 
limited the further statistical analyses to determine association or relationships.  It is therefore 
recommended that future research collect data from larger sample sizes in various regions 
across South Africa to establish a more representative trend and possibly help develop greater 
insights into the associations between maternal risk factors and adolescent mood disorders. 
Conclusion 
This study identified several possible maternal risk factors associated with the development of 
adolescent mood disorders.  These risk factors include a history of maternal psychiatric illness, 
maternal postpartum depression, domestic violence, adolescent bereavement and maternal 
substance use during and after pregnancy.  These findings are similar to trends noted in the 
literature regarding risk factors associated with adolescent psychopathology.  Parents with a 
history of psychiatric disorders need further psychoeducation regarding the possible impact of 
Stellenbosch University  https://scholar.sun.ac.za
8 
these risk factors on the mental health of their children. This could provide more support for 
the need to implement interventions and awareness of the long-term impacts of peripartum risky 
behaviours and environmental stressors.  Family bereavement can make adolescents internalize 
mental health problems and this study demonstrates the possibility of adolescents exhibiting 
mental health disorders after such traumatic events. Local predictors of adolescent disorders 
should be further researched to identify the opportunities for prevention after the occurrence of 
a family bereavement in adolescents.  
Given the high prevalence of adverse conditions in these patients' maternal backgrounds, a case 
may be made for more antenatal mental health services as an increased risk of mental and 
behavioural disorders in children and adolescent is linked to maternal antenatal stress. To 
improve infant mental health, efforts to alleviate maternal antenatal stress should be prioritized. 
It may therefore be recommended to include gender-based violence prevention and drug use 
reduction programs, as well as parenting support and psychoeducation in antenatal mental 
health care for mothers and other caregivers. 
Recommendations 
Although interesting, these findings need to be confirmed in a larger sample size to understand 
order of causality order Heritability as a predisposing factor in adolescent mood disorders 
should also be included in future research on this subject. 
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Appendix A – Journal guidelines 
1. General
Aim: The PAMJ Clinical Medicine was created to highlight the rich output of clinical practice across 
Africa. Scope: We publish clinical case reports, case series, images, reviews, commentary, opinions and 
research articles from the broad spectrum of clinical medicine and clinical research. 
PAMJ is an online open access peer-reviewed journal focusing on clinical medicine. Authors are 
encouraged to submit original research, systematic review and short reports from the field of clinical 
medicine. 
Prior to submit your first article, you should apply for a username and password. PAMJ offers a user 
friendly process for online submission through the PAMJ Manuscript Hut ™. 
Short reports will include case report, commentary, conference proceedings, editorials, viewpoints, 
and letter to the editors. Short Communications should be no longer than 1500 words. They must have 
an abstract and references, but the main body of the text does not have to follow the original 
research´s format. We give privilege to invited reviews and encourage prospective authors of 
systematic reviews to discuss the project with the editorial office before development. 
Manuscripts will be initially screened by an editor for adherence to the journal´s instructions or 
identification of gross deficiencies. At this stage, the corresponding author can be contacted by the 
editorial office for clarification or the manuscript can be rejected. Once this initial screening is 
completed, manuscripts are sent to two-three referees; if appropriate, a statistical reviewer is 
involved. On average, we will report back to authors within 6 weeks with a first decision. Authors 
should however note that the average duration from submission to publication is roughly 3 months (1 
- 6 months). We encourage authors not to contact the editorial office less than 6 weeks after the initial
submission. We discourage and will ignore requests by authors to speed up the publication process for
a particular manuscript.
Manuscripts must be submitted by one of the authors of the manuscript and should not be submitted 
by anyone on their behalf. The submitting author takes responsibility for the article during submission 
and peer review. 
Languages of publication are English and French. All manuscripts in French should include an English 
translation of the title, abstract and keywords. Poor English of French do not prevent acceptance 
provided the paper's content is of high scientific quality; we however strongly encourage authors to 
have their manuscript reviewed by a fluent English speaker and writer to improve its language contents 
prior to submission. All accepted manuscripts are copy-edited. 
To facilitate rapid publication and to minimize administrative costs, PAMJ accepts only online 
submission. The submission process is compatible with all the latest browsers. Ensure that javascript 
is enable in your browser. 
Files can be submitted as a batch. The submission process allows the authors to interrupt it at any time 
and continue where they left off at their return on the site. 
During submission you will be asked to provide a cover letter. Use this to explain why your manuscript 
should be published in the journal and to elaborate on any issues relating to our editorial policies 
detailed in the instructions for authors. 
Assistance with the process of manuscript preparation and submission is available from the customer 
support team (services@panafrican-med-journal.com). We also provide a collection of links to useful 
tools and resources for scientific authors, on our resources for authors page. 
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PAMJ content licensing: Articles published in PAMJ are Open Access and distributed under the terms 
of the Creative Commons Attribution 4.0 International (CC BY 4.0), which permits unrestricted use, 
distribution, and reproduction in any medium, provided the original work is properly cited.. 
2. Submission of a paper
Online submission  
PAMJ only accepts online submission. Click here to access the Online Manuscript Submission System. 
Simple onscreen instructions are provided. If you experience problems with the online submission 
system, send an email to editor@panafrican-med-journal.com. Do not send your manuscript to that 
email address, it will be ignored. 
Conflicts of interest      
Will be mentioned in the manuscript as "Authors declared they have no conflicts of interest". 
3. Organization of a full-length research paper. Get templates
Download the journal manuscript template to help you format your manuscript. Get templates 
Maximum length: 4000 words in main text (i.e., excluding abstract, references, legends, tables and 
figures), 4 tables/figures maximum, and a structured abstract of 250 words plus up to 50 references. 
Title page - This page should states: a) The title of the paper (include the study design if appropriate; 
for example: A versus B in the treatment of C: a randomized controlled trial; X is a risk factor for Y: a 
case control study), b) Authors names (full name - no qualification. Strictly follow this order: First 
Name, Middle name (if ever), Last Name. E.g.: Paul Kevin Akuna), c) institution(s) of origin, d) 
Corresponding author plus his/her address, telephone and fax number, e-mail address, e) Word count 
(for both abstract and the main text) 
Abstract - The abstract of the manuscript should not exceed 250 words and must be structured into 
separate sections: Background: the context and purpose of the study; Methods: how the study was 
performed and statistical tests used; Results: the main findings; Conclusion: brief summary and 
potential implications. Please minimize the use of abbreviations and do not cite references in the 
abstract. 
Keywords. Up to ten keywords should be provided at the end of the Abstract. The keywords should 
be Medical Subject Headings (MeSH®) Terms. Use the MeSH on Deman Tool to help suggest keywords. 
Abbreviations a list of abbreviations is not accepted. Define abbreviations the first time they are used 
in the text and use them thereafter. No abbreviations in the abstract except for vary know ones. 
Background The background section should be written from the standpoint of researchers without 
specialist knowledge in that area and must clearly state - and, if helpful, illustrate - the background to 
the research and its aims. Reports of clinical research should, where appropriate, include a summary 
of a search of the literature to indicate why this study was necessary and what it aimed to contribute 
to the field. The section should end with a very brief statement of what is being reported in the article. 
Methods Sufficient information should be given to permit repetition of the experimental work. This 
should include the design of the study, the setting, the type of participants or materials involved, a 
clear description of all interventions and comparisons, and the type of analysis used, including a power 
calculation if appropriate. 
Results - The Results should be stated concisely without discussion and should not normally contain 
any references. The same data should not be presented in figures and tables. Do not repeat all the 
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data that is set out in the tables or figures in the text; emphasize or summarize only important 
observations. 
Discussion - The Discussion should deal with the interpretation of the results and not recapitulate 
them. We encourage authors to write their Discussion in a structured way, as follows: a) statement of 
principal findings; b) strengths and weaknesses of the study; c) strengths and weaknesses in relation 
to other studies; d) discussion of important differences in results; e) meaning of the study; f) 
unanswered questions and future research. 
Limitations - Always acknowledge the potential the limitations of your study that and how they impact 
or influence the interpretation of the findings from your research, the generalizability, applications to 
practice, and/or utility of findings. 
Conclusion - The conclusion should provide a brief summarize of the key findings, potential 
implications and the way forward. 
What is already known on this topic: include a maximum of 03 bullet points on what is already known 
on this topic. 
What this study adds: include a maximum of 03 bullet points on what your study adds. 
Acknowledgements - Please acknowledge anyone who contributed towards the study by making 
substantial contributions to conception, design, acquisition of data, or analysis and interpretation of 
data, or who was involved in drafting the manuscript or revising it critically for important intellectual 
content, but who does not meet the criteria for authorship. Please also include their source(s) of 
funding. Please also acknowledge anyone who contributed materials essential for the study. The role 
of a medical writer must be included in the acknowledgements section, including their source(s) of 
funding. Authors should obtain permission to acknowledge from all those mentioned in the 
Acknowledgements. Please list the source(s) of funding for the study, for each author, and for the 
manuscript preparation in the acknowledgements section. Authors must describe the role of the 
funding body, if any, in study design; in the collection, analysis, and interpretation of data; in the 
writing of the manuscript; and in the decision to submit the manuscript for publication. 
Competing interest - Authors are responsible for recognizing and disclosing conflicts of interest that 
might bias their work. They should acknowledge in the manuscript all financial support for the work 
and other personal connections. Authors are required to complete a declaration of competing 
interests. All competing interests that are declared will be listed at the end of published articles. Where 
an author gives no competing interests, the listing will read 'The author(s) declare that they have no 
competing interests'. When completing your declaration, please consider the following questions: 
Financial competing interests 
• In the past five years have you received reimbursements, fees, funding, or salary from an
organization that may in any way gain or lose financially from the publication of this
manuscript, either now or in the future? Is such an organization financing this manuscript
(including the article-processing charge)? If so, please specify.
• Do you hold any stocks or shares in an organization that may in any way gain or lose financially
from the publication of this manuscript, either now or in the future? If so, please specify
• Do you hold or are you currently applying for any patents relating to the content of the
manuscript? Have you received reimbursements, fees, funding, or salary from an organization
that holds or has applied for patents relating to the content of the manuscript? If so, please
specify.
Stellenbosch University  https://scholar.sun.ac.za
4 
• Do you have any other financial competing interests? If so, please specify.
Non-financial competing interests 
• Are there any non-financial competing interests (political, personal, religious, ideological,
academic, intellectual, commercial or any other) to declare in relation to this manuscript? If
so, please specify.
• If you are unsure as to whether you, or one your co-authors, has a competing interest please
discuss it with the editorial office.
Authors' contributions - In order to give appropriate credit to each author of a paper, the individual 
contributions of authors to the manuscript should be specified in this section. The Uniform 
Requirements for Manuscripts Submitted to Biomedical Journals (URM) of the International 
Committee of Medical Journal Editors (ICJME) recommends the following criteria for authorship (Learn 
more about the URM on Authorship and Contributorship): 
• Authorship credit should be based on 1) substantial contributions to conception and design,
acquisition of data, or analysis and interpretation of data; 2) drafting the article or revising it
critically for important intellectual content; and 3) final approval of the version to be
published. Authors should meet conditions 1, 2, and 3.
• When a large, multicenter group has conducted the work, the group should identify the
individuals who accept direct responsibility for the manuscript (3). These individuals should
fully meet the criteria for authorship/contributorship defined above, and editors will ask these
individuals to complete journal-specific author and conflict-of-interest disclosure forms. When
submitting a manuscript authored by a group, the corresponding author should clearly indicate
the preferred citation and identify all individual authors as well as the group name. Journals
generally list other members of the group in the Acknowledgments. The NLM indexes the
group name and the names of individuals the group has identified as being directly responsible
for the manuscript; it also lists the names of collaborators if they are listed in
Acknowledgments.
• Acquisition of funding, collection of data, or general supervision of the research group alone
does not constitute authorship.
• All persons designated as authors should qualify for authorship, and all those who qualify
should be listed.
• Each author should have participated sufficiently in the work to take public responsibility for
appropriate portions of the content.
References - References must be numbered consecutively, in square brackets (like this [1], or this [2,3] 
or even this [4-7]), in the order in which they are cited in the text, followed by any in tables or legends. 
Reference citations should not appear in titles or headings. Each reference must have an individual 
reference number. Preferably, limit the number of references to 50. If automatic numbering systems 
are used, the reference numbers must be finalized and the bibliography must be fully formatted before 
submission. We encourage authors to use a recent version of EndNote (version 5 and above) or 
Reference Manager when formatting their reference list, as this allows references to be automatically 
extracted. Examples of the PAMJ reference style are shown below. Please take care to follow the 
reference style precisely; references not in the correct style may be retyped, necessitating tedious 
proofreading. 
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Manuscripts not formatted according to the PAMJ style will be returned to the authors. An example 
is provided below (note the use of the dot after the author list, the title, the journal and the date). 
1. Kirikou Thomas, Doe JA, Shaba KV, Kashawa Tuma. A sample of the PAMJ reference style as
shown on the journal website. J Hist Fant. 2006; 76(11):204-212
2. Kirikou Thomas, Doe JA, Shaba Kevin, Kashawa TB. Another sample of the PAMJ reference
style: as shown on the journal website. J Hist Fant. 2006; 76(12):212-228
3. Kirikou TA, Doe John, Shaba KV, Kashawa TB. Another sample of the PAMJ reference style: as
shown on the journal website. J Hist Fant. 2006; 76:212-228
Formatting book references: Use the format below to reference a book 
Author of the book. Title of the book. Year of publication. Publisher Location. Publisher name 
Example: Fleiss JL. Statistical methods for rates and proportions - 3rd edition. 2003. Hoboken. J Wiley 
NB: Note the use of dots to separate the sections of the book reference. 
Formatting web references: Use the format below to reference a web page or a web site 
Author of the page. Name of the source (if any). Year of data. url. Date link accessed 
Example: SAS Institute. SAS 9. http://support.sas.com/software/index.htm. Accessed 10 April 2005 
NB: Note the use of dots to separate the sections of the web reference. 
Supplementary material/Appendices (if any) - Submit any supplementary material to the editorial 
office by email. The editorial office can also decide which material will be published as supplemental 
material. 
Tables (if any) - General instructions for tables. 
• Append tables at the end of your manuscript, after the reference section
• Maximum 3 tables per articles. If more tables are required, it will have to be justified
• Each table should fit on one page. No table overlapping over several pages. So no matter the
size of the table, make sure it can comfortably fit on a single page (portrait or landscape)
• Elements inside the table should be contained within cells.
Download samples of correctly formatted tables (Microsoft Word 2002-2003, *.DOC): Table 1, Table 
2. 
Figures (if any) - General instructions for figures. 
• Include a legend for your images inside the main text, after the reference section
• Should be provided as separated files during the manuscript submission. Do not embed images
within the main text.
• Major image formats are accepted excluding BMP. (JPEG, PNG, TIFF)
• Provide high resolution images, not tiny thumbnails. Image of poor quality will be rejected.
• The size of the uploaded image is limited to 4 MB.
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• Avoid unnecessary large borders on your figure or image. Click below to see examples of good
and bad images.
Examples of good and bad image with borders (Click on the images to enlarge) 
Files must be named with the three letter file extension appropriate to the file type (eg: .jpeg, .png). 
You will be asked to provide figure labels during the submission process. (The label is the small 
comment that usually goes with the figure. Example: Figure 1: Prevalence of diabetes in the study 
population aged 18 years and above. Findings of the TRICARE Diabetes Study, Uganda, 2006.) 
If you use excel to generate your graph, avoid 3D, crowded axes, colored background, strong grid etc.. 
Use Tahoma font (size 10 maximum) for all items in your graphs (Title, legend, axes etc..). Expand your 
Excel graph to obtain a large image, copy and paste it in Paint (Microsoft Paint), crop any white border 
and save the image as PNG or JPEG. Submit this image for your manuscript (don't forget to include the 
legends for each figure inside the main manuscript) Look at an acceptable formatted Excel graph here. 
See the detailed sample instructions for a nicely formatted Excel graph here. 
Final notes on manuscripts quality 
When finalizing your research manuscript, ask yourself the following questions: 
1. Are your study aims clearly stated and logical?
2. Is the rationale/justification for conducting the study clear?
3. Are the methods described in sufficient detail so that the experiment could be reproduced?
4. Is the study design robust and appropriate to the stated aim(s)?
5. Are the conclusions drawn supported by the data?
6. Is the discussion section critical and comprehensive?
7. Are the references appropriate in number and up-to-date?
8. Are statements supported appropriately by parenthetical citations?
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Appendix B – Ethics approval (attached in pdf format) 
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Appendix C – Tygerberg Hospital approval (attached in pdf format) 
Stellenbosch University  https://scholar.sun.ac.za
9 
Appendix C – Data collection tools 
Study Number:  







School attendance (Y/N) 
If no, when last in school 
Highest Level of Education 
      Current Grade 
3. Psychiatric Diagnosis
     Admission Diagnosis MDD 
 Bipolar 
    Adjustment 
   Suicide attempt 
   Self-harm 
     Discharge Diagnoses    
   MDD 
   Bipolar 
   Adjustment 
   Self-harm 
4. Medical history
Infective history (TB, HIV) 
Epilepsy or Head injury (specify) 
Other medical conditions 
5. Psychiatric history
First presentation (Y/N) 
Past psych history 
      History of Self Harming (Y/N) 
      History of Trauma 
      Previous Suicide Attempt 
      History of Substances  
6. Family history:
 Maternal age 
  Marital status 
  Educational level 
  Employment 
  Pregnancy-planned 
-not planned
 During Pregnancy- 
 Use of substances 
 Use of medication 
 Depression 
 Domestic violence 
 Post-partum 
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 Mood changes 
 Substances use 
 Bonding reported 
      Positive Psychiatric History 
      HIV 
7. Stressors
Bereavement 






8. Forensic History (Y/N)
9. Social History
    Known to Social Services (y/n) 
Currently Homeless 
Currently in Place of Safety/Children’s Home 
Living with parents 
Living with Foster Family 
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